Registered nurse and play worker at the Red Cross Memorial Children's Hospital.
and paper. We created a boy from clay with a tube going into a foot and one coming out of his nose. We discussed the need for these and the reason why he could not eat. We looked at books. Each time he came to a picture of food he would say that he likes eggs (or milk or biscuits) and I would reassure him that the time would come when he could again eat all of these. Periodically he would become frustrated and would then protest about being starved and cry loudly for food. He began to cry for his mother.
We contacted his parents and asked them to visit. They came -bringing biscuits and sweets which they gave Johnny. His parents should have been warned about his condition and treatment. We should have an ticipated that, possibly operating out of guilt, they would not have come empty handed. We had to take his goodies away from Johnny. He was distraught. His parents were visibly upset and angry. They left immedi ately, attempts at communication now rejected. Johnny was inconsolable. We knew why he was crying but he rejected our efforts to pacify him. H e fell into an ex hausted sleep.
The following morning I was greeted by wails from Johnny. Why was he crying now? I took along a tray of his familiar and now favourite play materials. I sat down at his bed, getting down to his level and trying to make eye to eye contact. I spoke to him and he lashed out aggressively. I tried to interest him in making a pic ture. He took my box of collage materials and, with surprising force, threw it on the floor. I now realised how he felt. His cries were of anger and frustration. I told him that I knew he was angry and hurt. I made balls of clay and invited him to throw them. I retrieved them and let him repeat his act o f really getting rid of his anger. His room looked like a disaster area but Johnny was becoming calmer. A t last he allowed me to pick him up and cradle him in my arms. The next time Johnny's mother came to visit his con dition and treatment were explained to her. While she was there we encouraged her to participate in his care. In this way she felt more accepted.
We communicated an atmosphere of warmth and understanding. A relationship was established where she could express her feelings. We felt more optimistic about her accepting counselling from the social worker.
When we have a child in our ward, we must percieve him in his totality. We therefore also care for his emotional health. Communication is the medium through which we encounter his em o tional state.
Our ability to communicate is influ enced by complex factors. These in clude our personality as well as that of the child, our experience, attitudes and the milieu in which we work. Our understanding of the process of com munication increases our effectiveness.
WHAT IS COMMUNICATION?
C om m u n ica tio n is fu n d a m e n ta l to human living. It goes on virtually the whole time in ways o f which we are quite unconscious. (Argyle p 4) With words, facial expressions, ges tures and deeds we convey a message which is perceived and interpreted by a n o th e r. E ffe c tiv e co m m u n icatio n means that the receiver understands exactly that which we meant to convey. Like casting a stone in a pond, once an intention has been initiated, its reaction cannot be reversed.
COMMUNICATION WITH A CHILD.
Good communication is the keystone of the nursing profession. Because the child patient is more vulnerable to the lack of communication, a special effort is needed while caring for him. Once the child has words to express himself, communication is made easier. However, many of his feelings are ex pressed non-verbally. These are the messages which we must interpret corectly to satisfy his emotional needs.
The older child may have some start ling communication skills. We need to react appropriately to foster a relation ship of trust and mutual respect. Most children cannot be fooled. The adoles cent under stress may regress in behavi our but he does not like being talked down to.
THE HOSPITALISED CHILD
Hospitalisation and particularly the sep aration from his m other has a profound effect upon the child.
His reaction depends on a variety of factors. These include his age, his back ground, previous hospital experience, but particularly on the support he gets to help him cope.
Initially he uses all the mechanisms he has developed to protest against his changed circumstances. He cries (loud ly) and may fight back. He rejects many attem pts to com fort him. He needs to be assured that we understand his feel ings of fear, abandonm ent and anger. It is tem pting to make rash promises in an attem pt to console him.
If the period of hospitalisation is ex tended and depending on the support the child receives, he may reach the stage of despair. Now he cries interm it tently, withdraws from his environm ent and mourns the loss of his familiar sur roundings. At this stage the nurse needs to make an effort to encounter the child. Through communication she at tempts to discover his personality as it was before his present stressful circum stances. She establishes a relationship built on acceptance, trust and respect. She allows the child to express his real thoughts and feelings and being sensi tive to him she now knows how best to respond.
When the child feels that his stay in hospital has become interminable he may progress to the stage of detach ment. Now he represses his feelings of longing for his past relationships. If he has not seen his mother since his admis sion he makes an effort to detach him self from her and makes numerous superficial attachments to the people in his new surroundings. He may become manipulative or use attention getting tactics. He may respond with submis sion. He becomes dejected, apathetic and loses his spirit to fight back. In this state he makes slow medical progress. He makes few demands on the staff and is slow to express how he feels. He is called good and we rem ark how well he has settled in. His needs are sometimes overlooked. He may also respond with aggression. He is angry, hostile, unco operative and disobedient. He is called naughty.
Meeting the emotional needs of the child in the stage of detachm ent re quires insight, patience and good com municating skills. He needs the oppor tunity to express his negative feelings and the knowledge that the nurse ac cepts him as he is and will respond ap propriately to meet his needs.
One of the best ways we can com municate with the child is by playing with him. In this time of friendly inter action we learn to understand him. With the appropriate materials he can express his feelings and master his fears. Most pre-schoolers enjoy role play and delight in taking blood or using a stethescope.
It is difficult to ascertain whether we have estab lish ed m ean in g fu l com munication with our child patient. Be cause of his lack of life experience we get little feedback. How he has coped with his hospitalisation only becomes obvious once he returns home. If our communicating skills have been good he settles back into his routine. If not, he may be aggressive or clinging, regress or be troublesome at bed time. If he re quires re-adm ission his b e h a v io u r makes his feelings unequivocal.
COMMUNICATING WITH PARENTS.
We cannot treat the child in isolation. The first message we want to com municate to the parents is that they are welcome in the ward. They receive a friendly respectful greeting. We need to convey to them that they are in control of the welfare of their child and are part of the caring team. Explaining the ward routine enables them to be useful when their help is needed. They require clear information on the condition, treatm ent and prognosis of their child.
While communicating with the mo ther we give her the emotional sup port she needs. A less anxious mother is better able to provide the stable respon sive mothering her child requires.
The m other must be encouraged to visit as often as possible. H er presence helps the child to master experiences which, without her support, might over whelm him. If the child rejects her after a delayed visit, she needs the nurse's help to understand the effects of pro longed hospitalisation on his behaviour.
Because the young child cries when his mother leaves, controversy about visiting may arise. However, it is better for him to see his mother regularly than to feel he has been abandoned. To retain the child's trust, the mother must be honest about her return. The nurse, by supporting both mother and child can help to make the parting less pain ful.
If we enquire from the m other the special words the child uses, his eating and sleeping habits, about his family and pets, we are better able to care for him while his mother is away. It helps him to retain a feeling of being an indi vidual although he is in impersonal sur roundings.
Some mothers feel guilty about their child's condition. This may make them unapproachable, over anxious or ag gressive. With sensitive communication we can allow them to express their feel ings and promote a better relationship.
When the child is ready for discharge the parents require clear, accurate in structions. They will want to know about medicines and follow-up clinics. We must explain about the possible be havioural problems and that loving sym pathetic handling of the child can re solve them.
Caring for the family of a dying child requires our best communicating skills. The parents need to be reassured that everything possible is being done for their child and that he will be kept free of pain. We must justify their faith in the caring team and support them by meeting their needs.
Most parents are very appreciative of our attempts at communication while their child has been in hospital. Unfor tunately isolated cases of dissatisfaction occur and these have repercussions (Refer Living & Loving, October, 1982). We must make every effort to prevent them.
INTERPERSONNEL COMMUNICATION.
The child is at risk if there is a break down in communication between staff members. Unlike an adult, he does not yet have the skills to relay messages about his condition or what he hears about his treatment.
Staff tend to underestimate the ability of the child to assimilate what he hears around his bedside. We need to be care ful of how and where we discuss his diagnosis, treatm ent and progress. 
Karen Crawford aged 9 (Lewis p 163)
A t case conferences to discuss a child's treatm ent, it is necessary to in clude his emotional health. The nurse, who spends more time communicating with the child, has a valuable contribu tion to make.
MARCH 1984 CURATIONIS
When there has been an upsetting case or the death of a child in the ward, it is helpful for the staff to get together, perhaps with the social worker, to dis cuss it. This provides the opportunity to express their concerns, conflicts and coping mechanisms and helps to mini mise the burn-out syndrome.
COMMUNICATION AT WORK.
Putting our communication skills into practice requires a sensitive awareness and knowledge of the child. All behavi our is meaningful, although the mean ing may not always be clear.
Case 1: Belinda's awareness.
Belinda is a bright, sparkling little four year old. She is from out of town and is without her m other. She is being cared for in the oncology unit which is cheer ful with posters, mobiles, small tables and chairs, toys and other play ma terials. She is being treated for leuke mia.
I'm in the ward while a medical stu dent is making friends with Belinda. Belinda didn't say anything. I sat down on a small chair and held her close for a long time. W hat was going on in her little mind? I reminded her that I had brought bright red ribbons for her hair. While she let me brush and plait her hair I spoke of Kevin. She remem bered that he had gone home the previ ous week. He was looking well and cheerfully promised to send Belinda a card while he was on a holiday trip.
Belinda is going to need constant sup port and loving assurance in the future. Right now she is showing everyone the picture postcard she has received from Kevin.
Case 2: Operation Enoch.
Enoch, aged eight, is lying in his cot as stiff as a ram rod. His head is hard against the top and his heels stick out at the bottom , toes pointing to the ceiling. Looking for his eyes, I see he is terrified and his mouth is crumbling. He is wear ing a nightie, his s.tockingnette cap is hanging over the top of his cot next to the nil per mouth sign. Clearly Enoch is going to have an operation. I talk to him and he begins to cry with relief. Someone can speak his language (Xhosa). I ask him w hether he has been in hospital before and w hether he knows what is going to happen. While we talk he begins to understand -why he got no breakfast, about an anaes thetic and his operation. He makes a statem ent which is really a question: I am going to wake up again. I reassure him that when he wakes up he will be in his cot again and that I 'll be there.
I keep drawing him into the conversa tion. Next to him Raym ond, aged 12, is complaining indignantly. The doctor had told him earlier that he could have breakfast because his surgery was can celled. U nfortunately the information did not filter down in time to overtake the food trolley. I suggest a persona lised breakfast and he smiles smugly. Enoch prepares for a pillow-fight. I promise him the same another morning. Playfully they challenge one another. A fter his pre-m edication, Enoch settles down and falls peacefully asleep.
CONCLUSION.
It is a positive learning experience for a child to know that he can love and trust people outside his immediate family circle. In a stressful situation this lesson is more meaningful.
In the hospital situation, the staff realise this principle. By the giving and sharing of ourselves while communicat ing, we support our child patient, his parents and each other and achieve sound em otional health. 
A loving arm

